What is the best description of the chest x-ray?
1. Bibasilar consolidation 2. Bilateral diffuse nodules 3. Pneumomediastinum with subcutaneous emphysema 4. Pulmonary edema with evidence of pulmonary hypertension 5. Subdiaphragmatic free air
Correct! 2. Bilateral diffuse nodules
The chest x-ray shows small, bilateral diffuse nodules measuring 1-3 mm consistent with a miliary pattern.
Which of the following is not included in the differential diagnosis of miliary pulmonary disease?
1. Acute extrinsic allergic alveolitis 2. Histoplasmosis 3. Penicillin exposure 4. Sarcoidosis 5. Thyroid cancer
Correct! 3. Penicillin exposure
The differential diagnosis of a military pattern on chest x-ray does not typically include medication side effects. The differential is extensive including 1) Infectious: disseminated fungal disease, tuberculosis and viral pneumonias due to cytomegalovirus (CMV) and varicella; 2) Inhalational diseases such as silicosis, extrinsic allergic alveolitis, and other pneumoconioses; 3) Malignancy from bronchoalveolar carcinoma as well as hematogenous lung metastasis from lung, thyroid, renal cancers; and 4) Others including sarcoidosis and pulmonary hemosiderosis (1).
The patient was transferred to the ICU and was intubated and placed on mechanical ventilation. Initial basic metabolic panel (BMP), arterial blood gases (ABG), and ventilator settings are as follows:
BMP: Na -] + 8) shows an expected pCO2 of 29 which is lower than the measured 38 suggesting a coexisting respiratory acidosis.  Increasing the TV with his existing RR of 40 will increase ventilation to maximize ventilator correction of his respiratory acidosis until the metabolic acidosis can be corrected. You must carefully monitor the peak and plateau pressures as this patient would be at high risk for pneumothorax.
What would be reasonable empiric antibiotic coverage for this patient?
Correct! 5. 3 and 4
He has risk factors for thrombotic thrombocytopenic purpura/hemolytic uremia syndrome (TTP/HUS) given his history of renal transplant with a tacrolimus side effect and having an underlying malignancy although adenocarcinoma is the more typical malignancy associated with TTP/HUS. He may also have developed an acquired ADAMTS13 (a disintegrin and metalloproteinase with a thrombospondin type 1 motif, member 13-also known as von Willebrand factorcleaving protease) deficiency. In addition, he is at risk for medication induced thrombocytopenia from bone marrow suppression with use of trimethoprim/sulfamethoxazole, tacrolimus and mycophenolate. The ADAMTS13 level was within normal range, not <5% which would be associated with acquired TTP. His peripheral smear showed a few schistocytes but not enough to diagnose a microangiopathic hemolytic process. His thrombocytopenia was determined to be drug related bone marrow suppression and his counts eventually improved without intervention.
